The case is described of a boy with the Kleine-Levin syndrome in whom prominent behavioural disturbances and the initial absence of a clear cyclical pattern obscured the diagnosis. Treatment with lithium was effective. (Arch Dis Child 1994; 71: 355-357) The Kleine-Levin syndrome is a rare disorder of uncertain aetiology, typically with onset in adolescence and a tendency to spontaneous remission.' Its essential feature is episodic hypersomnia, but the behavioural disturbances which commonly accompany this sleep disorder can be so prominent that they may well lead to an erroneous diagnosis of a primarily psychological disorder.
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Case history
The patient was a 9 year old boy with no significant previous medical or psychiatric history apart from minor reading difficulties. In August 1991 he slipped while in a sports centre and fractured his left radius. Over the subsequent four days he required three general anaesthetics for orthopaedic procedures without any complication. He was discharged home five days after admission, when he was noted to be rather sleepy. Ten days later, he was still rather sleepy and had developed headaches and vomiting. He was treated for tonsillitis with co-trimoxazole by mouth.
A few days later he became disinhibited, overactive, aggressive, and hyperphagic, with immature speech. He was admitted to hospital where computed tomography of his brain and cerebrospinal fluid studies were normal. Empirical treatment was started with intravenous acyclovir for three days, followed by acyclovir by mouth for a further seven days. Ten days after admission his behaviour was more or less normal and he was discharged home. A day or two later, however, when he returned to school, his behaviour deteriorated again.
At this stage, the boy was admitted to his regional centre for further assessment. He was noted to be aggressive and disinhibited with obscene language, disorientated in time, and perseverative in his speech. At times he was noted to be abnormally drowsy as well as disinhibited. As his behaviour and alertness fluctuated day by day, the question of substance abuse was raised. Extensive investigations for a biochemical, metabolic, endocrine, inflammatory, toxicological, or epileptic disorder were normal.
After psychiatric assessment it was suggested that there was probably a psychological explanation for the boy's disturbed behaviour. His mother was unhappy with this suggestion and arranged discharge.
Some weeks later, admission was arranged to another regional centre. (median 16 years). Two aspects of the disorder which, as in this instance, can increase the risk that it will be mistaken for a primarily psychological disorder are the intermittent nature of the disturbance and the often striking nature of the behavioural abnormalities.
In this patient, the mother's belief that the onset of his disturbed behaviour was somehow associated with his repeated anaesthetics was originally discounted because the disturbance was not persistent as might be expected with an organic cause. An explanation in terms of family factors was thought to be more likely. In fact, the onset of the syndrome is said to be preceded by a physical disturbance in 50% of patients, usually a flu-like illness or upper respiratory tract infection. In Chicago 77 unselected children at a Down's syndrome clinic were examined first by a developmental paediatrician and then by a paediatric ophthalmologist (Nancy J Roizen and colleagues: 594-600). The paediatrician found an ophthalmic abnormality in 31 children and the ophthalmologist confirmed these and found an abnormality in a further 15. Overall 61% of children had an ophthalmic abnormality, 38% of the infants and 80% of those aged 5 to 12 years. The most common disorders were refractive errors, squint, and nystagmus. These authors conclude that all children with Down's syndrome should be examined by a paediatric ophthalmologist before the age of 6 months and regularly after that. ARCHIVIST 
